Its early recopition and early adis of the patient dqpend largly on him. Faced with a case of respiratory distrss he has to ask himself whete it is due to so-called croup or to an acute infction causing obstruction of the laryngotracheal airway. If the latter, he has to consider its etiology and, most importantly, whether it is safe to keep the patient at home. In spasmodic croup the child wakes up with sudden loud stridor and retraction of the chest wall. The condition looks alarming but quickly settles after sedatives. Next day there may be the same sequence. It is due to. spasm of the vocal cords. In acute laryngotracheitis the patient shows signs of progressive respiratory obstruction. The initial symptoms and sudden onset of stridor in acute epiglottitis have been descrbed above. The decision whether to keep the patient at home depends on the severity of the obstruction, its duration and whether the child's condition is worsening. If there is any doubt, it is better to err on the side of safety and send the child to an adequately equipped hospital. In 2 of the cases in my series, the family doctors took one look at the patientsand broughtthento hospital im ately. This played as great a part in preventing death as did the treatment carried out. The main cause of death in the cases which came to .coroier's post-mortem was the fulminating character of the disease and the shortness of the history. Only by awareness of the nature of the disese and by its early recognition can death be prevented in these cases. 
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Strklor in a P _dlatrc Departmnt
This is an analysis of 250 cases ofstridor admitted to pediatric medical wards in the City of Bradford from 1957 to 1969. These cases constituted 1P34% of 18,680 medical pediatric admissions. Table 1 shows the relative frequency ofdifferent types of stridor requiring admission, but does not necessarily represent total incidence in the area. The absence ofstridor due to tetany, micropathia and retropharyngeal abscess in such a relatively There were 9 cases of inhaled forain body, but only one was associated with strider. Although the male/female ratio in this series is higher than that described by Apley (1953) , the two series are not strictly.comparable. The largest group in this series consists of cases of infective origin. Excluding cases of diphheia and pemphigus, there were 201 such patients, of whom 124 were clinically classifiable as acute laryngotracheitis, 61 as laryngotrackeobronchitis, 10 as epiglottitis and 6 as spasmodic laryngitis, by which I mean those cases where the patient wakened on 3 to 12 occasions with a stridor which ceased in six hours or less. Only one such case was pyrexial, and while there was a history of mild upper respiratory catarrh in all cases, the children were thought by their parents to be mr nervous than average. It is reasonable on clinical groumle to differentiatebetween layngotracheitis, aryagotracheobronchitis and spasmodic layi, but one cannot say whether or not a child with severe laryngotracheitis is in fact suffering from epiglottitis without obtaining a good view of the epiglottis; this is not easy in all cases, as to attempt this examination in an already ill cid may sometimes maredly incease the degree of obstruction and necessitate im te racheo tomy. One should therefore refrain from too thorough an examination unless prepared for the consequences. It follows that the total icidence of epiglottitis of all degrees of severity in this series cannot be known with certainty, but whenever this diagnosis has been made, the epiglottis has been visuaized during anwsthesia for tracheotomy and, in one mild case, at laryngoscopy.
The annual incidence of inflammatory stridor varied considerably, but the majority of cases occurred during the last three months of the year. Of these 73 % occurred below the age of 3 years, but no case of epiglottitis was seen under the age of 1 year. All cases of epiglottitis gave no past or family history of stridor and allergy; all cases of spasmodic laryngitis gave a past history of stridor. Apart from this, the significance of past and family history was doubtful. In threequarters of the cases it was possible to time the onset of stridor; it began twice as frequently at night, and in half the cases woke the child. Where details of the type of stridor are recorded, it was usually inspiratory; but in 3 cases of laryngotracheitis and 9 of laryngotracheobronchitis it was heard both in inspiration and expiration, and in 1 case of the latter disease it was expiratory only, confirming the impression that expiratory stridor is more common in lesions below the vocal cords. In such a young age group it would be surprising if dysphagia were a frequent complaint. In only 9 cases was this an obvious symptom. However, when it does occur it may indicate the rapid onset of local cedema. It is significant that in 4 of the 10 cases of epiglottitis, either the children had complained of dysphagia, or it had been noted by the parents. The acuteness of development of epiglottitis is emphasized by the fact that in 8 of the 10 cases so diagnosed, the duration of any symptoms prior to admission was less than twenty-four hours, whereas in the other three groups of inflammatory strjor only 25% to 33% showed such sudden onset. Follicular tonsillitis was rarely found, and except in laryngotracheobronchitis the chest was clinically clear, although in the other groups with severe stridor poor air entry was usually noted. A significantly greater proportion of children with epiglottitis (4 out of 10 cases) showed pallor and signs of shock, whereas only 4 out of 61 cases of laryngotracheobronchitis had this appearance, and no cases of laryngotracheitis presented in this way. Cyanosis in the resting state was unusual, occurring in only 1 case of epiglottitis, 3 of laryngitis, and 4 of laryngotracheobronchitis. Of these 8, the case of epiglottitis and the two of laryngotracheobronchitis required tracheotomy.
Excluding children in whom tracheotomy appeared urgent, fluids were given liberally. Except in the cases of very mild infection, all children were nursed in a humid atmosphere, provided either by a croupette, croupair or steam kettle. Oxygen was given at some time to 7 cases of laryngotracheobronchitis, 5 of laryngitis, and 1 of epiglottitis. While oxygen administration may be helpful in the first of these conditions, in upper respiratory obstruction it may give a false sense of security by obscuring signs of deterioration. Sedatives, although used frequently in this series, are usually contra-indicated in the early stages of the illness, for by diminishing restlessness they reduce the value of this useful clinical guide. Antibiotics were given to most patients, either to treat an obvious bacterial infection or as a prophylactic where the infection was thought to be viral. Tetracyclines were administered to 126 patients, ampicillin to 34, penicillin to 26, while 13 of the remaining 16 patients received various other antibiotics and 3 none at all. Steroids, which proved to be of doubtful value, were administered to 23 patients with laryngotracheobronchitis, to 5 with laryngitis and to 2 with epiglottitis; tracheotomy was required in 8 cases of epiglottitis, in 5 of laryngotracheobronchitis and in 1 of laryngitis. Prompt action by parents in bringing the child direct to the casualty department was the major factor in saving at least one child's life. The average time interval between the onset of stridor and tracheotomy in epiglottitis was 10-3 hours, and in laryngotracheobronchitis it was 23-0 hours, emphasizing the acute nature of the former condition. The average length of stay in hospital, no doubt influenced by the frequency of tracheotomy in the various groups was: spasmodic laryngitis, 3 days; laryngotracheitis, 6-4 days; laryngotracheobronchitis, 9 4 days and epiglottitis, 14-6 days.
Six of seven leukocyte counts in epiglottitis exceeded 10,000, a significantly higher proportion than in the other groups. In only 1 of the 5 cases of laryngotracheobronchitis subjected to tracheotomy did the count exceed 10,000, so the trauma of operation was not responsible for the high count in the epiglottitis group. Furthermore, of five differential counts carried out in epiglottitis, all showed an average neutrophil response of 14,000, whereas in the other groups a normal or lymphocytic response was more often noted. This is particularly significant in view of the usual preponderance of lymphocytes in children under 4 years old.
No definite conclusion can be drawn from bacteriological studies of throat and laryngeal swabs from tracheotomy cases, for the laboratory had not always been alerted to the needs of the clinician. Despite this, H. influenza was cultured from 4 cases of epiglottitis (2 Type b), from 3 of laryngotracheobronchitis and from 2 of laryngotracheitis (both Type b). Staph. aureus was grown from 6 cases of laryngotracheobronchitis and from one each of epiglottitis and laryngotracheitis. No pathogens were isolated from 64% of cases of lamygotracheobronchitis and from 78 % of laryngotracheitis cases. The data relating to congenital laryngeal stridor are summarized in Table 2 . None of the premature infants weighed less than 2-14 kg (4 75 lb), emphasizing the insignificance of prematurity in etiology. The delayed development of stridor in some babies may be due to the inability of some mothers to appreciate a mild antibiodc Induced a bout of crying prior to w*h the ptient's condon had not given rise to anxiety. Two deaths cod possby have been avoiled; one by the UNe of ona insta of inramuscular ;antlotics; the othr, the dhtheritic, by r n til there was evidene ofsustained improvement before tramnsfer to another hospital.
